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Abstract
Background: Technology is increasingly being used in youth mental healthcare to support service delivery and
improve health outcomes. The current study trialed a new electronic psychosocial application (myAssessment) that
aims to provide a holistic assessment of relevant risk and protective factors in youth mental healthcare. The study
aimed to determine whether myAssessment was acceptable to all users, and whether it affected: reporting of
certain behaviors and ratings of self-disclosure; youth ratings of control, fears of judgmental reactions or time-efficiency;
clinician ratings of time-efficiency or their ability to formulate a treatment plan; and the therapeutic alliance.
Method: The application was tested at a youth mental health service using a quasi-experimental two phase
Treatment-as-Usual/Intervention design. Three hundred thirty nine youth and 13 clinicians participated across
both phases. Reporting of behaviors, self-disclosure, youth control, judgmental reactions, time efficiency, ability
to formulate treatment plans, and the therapeutic alliance were compared between groups.
Results: myAssessment was found to be widely accepted by both young people and clinicians. Use of myAssessment
resulted in reporting of behaviors that were 2.78 through 10.38 times higher for a variety of substances (use of tobacco,
alcohol, cannabis, sedatives, hallucinogens, and opioids), in identifying non-heterosexual sexual orientation, having had
sex, an STI check, sex without a condom, having felt pressured to have sex in the past, having self-harmed, and in
having put themselves in an unsafe situation. Participants who used the application also reported being less likely
to lie on past experiences of being bullied, substance use, and self-harm. Use of the application resulted in improved
youth ratings of time efficiency in session. The application was found to have no impact on youth control, judgmental
reactions, formulation of treatment plans, or the therapeutic alliance.
Conclusions: Electronic psychosocial assessments can increase rates of self-disclosure and, therefore, provide an earlier
and more comprehensive picture of young people’s risks without negatively impacting the therapeutic alliance.
Additionally, this type of technology has been shown to be widely accepted by both young people and clinicians
and can improve youth beliefs that there is enough time in session to speak about what is most important to
them.
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Background
Adolescence and young adulthood are turbulent periods
of development— not only because they involve navigat-
ing through the normal (but often challenging) social,
educational, occupational, and financial transitions to
adulthood, but also because a person is at the highest
risk of having a mental disorder compared with any
other point across the lifespan. With half of all lifetime
cases of mental disorders emerging before 14 years, and
75 % emerging by 24 years [1], it is imperative that tar-
geted support is provided to this vulnerable group. Over
the last decade one of the major reforms to mental
health care has been establishing youth focused services
that provide support to young people across the full 12–
25 year range to ensure they receive the appropriate care
throughout the entire transitional period [2]; this is in
contrast to earlier models that utilized separate child
and adult services where a young person would be re-
quired to navigate a starkly different service model at
the age of 18 years [3]. Australia has been at the fore-
front of this reform [4], with the establishment of youth
specific services such as ‘headspace National Youth
Mental Health Foundation’ [5–7], ‘ReachOut.com by
Inspire Foundation’ [8, 9], and ‘Orygen Youth Health’
[10]. In more recent years, mental health reforms for
young people have extended to include a particular focus
on how technology can be utilized to improve service
delivery and mental health outcomes [11, 12]. In the
current study, we further progress in this direction by
investigating whether an electronic psychosocial assess-
ment application, ‘myAssessment’ , could support initial
assessments in face-to-face therapy with young people.
In the provision of mental healthcare, clinicians should
be adhering to principles of evidence-based practice in
psychology (EBPP) [13]. Specifically, this includes con-
ducting a comprehensive psychological and psychosocial
assessment to be used in case formulation and treatment
planning, the provision of empirically supported thera-
peutic interventions, and ongoing monitoring of client
progress via outcome data. In line with recommendations
from governing agencies, a comprehensive psychological
and psychosocial assessment should cover multiple emo-
tional, behavioral, social, and environmental contexts; this
includes but is not limited to age, developmental history,
ethnicity, housing, education, race, gender, sexual orienta-
tion, religious commitments, and socioeconomic status
[13–16]. While obtaining this information is an essential
first step in therapeutic case formulation and treatment
planning, such a comprehensive assessment can take con-
siderable time and may be perceived as invasive and disen-
gaging to the client. Additionally, EBPP also highlights the
importance of early establishment and maintenance of the
therapeutic relationship to ensure clients continue to en-
gage in therapy and obtain positive therapeutic outcomes
[13, 17, 18]. This is particularly important when work-
ing with young people as they are highly unlikely to
return to services if they were unhappy with the initial
experience [19, 20]. Thus, clinicians must delicately bal-
ance the necessity of obtaining comprehensive clinical
information early in treatment, while fostering a caring
and supportive relationship to ensure a young person
returns for ongoing support.
This difficult balancing act may be supported by utiliz-
ing the benefits of technology. With the ever increasing
use of smart phone technology and social networking,
the notion that we have a separate online and offline
identity is now outdated [21]. As such, mental health re-
forms are increasingly looking into how technology can
be integrated into mental health services to engage
young people in the mediums in which they are now so
accustomed [11, 22]. In the early stages of face-to-face
therapy, utilizing technology in the initial assessment
process is likely to be beneficial for a number of reasons.
Firstly, young people generally prefer self-administered
assessments over those that require verbal face-to-face
disclosure, as they provide young people greater control
over the disclosure process and time to organize their
thoughts [23–25]. There is also greater user satisfaction
with questionnaires that utilize technology [26] as
computerized assessments are generally more engaging
and can incorporate response logic targeted to the user
[27, 28]. Finally, a large systematic review has shown
that online formats may result in a greater frequency of
initial disclosures of personal information [29]. Thus,
an online assessment may result in greater reporting of
risky behaviors by young people.
In response to these possible benefits, an electronic as-
sessment application ‘myAssessment’ was developed to
help obtain information quickly and easily for use in
subsequent face-to-face therapy. myAssessment is suit-
able for young people across the full 12–25 year age
range and is based on the widely used semi-structured
interview ‘HEADDSSS’ (Home, Education/Employment,
Activities and Peer relations, Drugs and Alcohol, Sexual-
ity, Suicide/Depression, and Safety), which assesses
young people across multiple domains relevant to their
mental health and psychosocial functioning [30, 31].
headspace National Youth Mental Health Foundation
has adapted the interview to cover the domains of Home
and Environment, Education and Employment, Activities,
Alcohol and Other Drugs, Relationships and Sexuality,
Conduct Difficulties and Risk-taking, Anxiety, Eating, De-
pression and Suicide, and Psychosis and Mania [32, 33].
myAssessment follows the headspace Psychosocial Assess-
ment for Young People [33] with an added inclusion of
Physical Health, and specific questions about past bullying
experiences in school and the workplace. Similar language
is used in myAssessment as in the screening and probing
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questions within the headspace interview guide [33]. The
number of total items in myAssessment varies between 62
and 93 based on individual responses, and takes approxi-
mately 10–15 min to complete. On completion, myAs-
sessment provides an automated ‘Clinician Summary’ that
highlights personal strengths and areas of risk in each
domain. The information provided in the Clinician Sum-
mary is subsequently used as a foundation in the first face-
to-face appointment where clinicians can verbally probe to
obtain a greater depth of understanding around any identi-
fied areas of risk or concern for the young person.
myAssessment was developed using human-centered
design principles [34] which involved extensive research
with stakeholders in order to determine functionality
requirements and attitudes and beliefs around such an
application [25, 35, 36]. In addition to the previously
identified benefit of potentially obtaining higher rates
of initial disclosure [29], this preparatory research
highlighted other possible benefits and concerns. Both
young people and clinicians felt that by using the appli-
cation prior to the first appointment, young people
would be given increased control in the treatment
process as they could organize their thoughts and indi-
cate what it was that they most wanted to speak about
via a ‘flagging’ function [25, 35, 36]. Both groups also
felt that the application would offer greater time efficiency
as they could focus more on the important issues in ses-
sion and spend less time on gathering less necessary infor-
mation [25, 35]. Separately, young people felt that using
the application would decrease their fears that their re-
sponses might be negatively judged by the clinician [25],
and clinicians felt the extra information obtained early in
the clinical process could help them formulate a treatment
plan [35]. Nevertheless, while clinicians reported some
possible benefits, most were primarily concerned that the
application would negatively impact on therapy by not
providing an accurate representation of the young person
and by interfering with the therapeutic alliance [35].
Current study
The current study trialed myAssessment in a youth spe-
cific mental health service to determine whether the appli-
cation: 1) was acceptable to both young people and
clinicians, and whether it was able to provide an accurate
representation of each young person; 2) increased report-
ing of behaviors and levels of self-disclosure of personal or
risky behaviors; 3) affected youth feelings of control in-
session, fears of judgmental reactions, and time efficiency;
4) affected clinician ratings of time efficiency, or their abil-
ity to formulate a treatment plan; and 5) affected the
therapeutic alliance as determined by both young people
and clinicians. For the second aim, the use of myAssess-
ment was hypothesized to result in higher reporting of
behaviors disclosed, increased ratings of self-disclosure,
and less lying, particularly in the domains considered
embarrassing or highly personal. Secondly, it was hypoth-
esized that young people who used the application would
provide increased ratings of control, reduced fears of judg-
mental reactions, and improved ratings of time efficiency.
In response to the fourth aim, it was anticipated that
myAssessment would result in improved clinician ratings
of time efficiency in session, and in an improved ability to
formulate a clear treatment plan. Finally, evaluating the
effect upon the therapeutic alliance as rated by both young
people and clinicians was exploratory in nature and no
directional hypothesis was made.
Method
Participants
Youth participants
Participants were 339 young people attending their first
appointment at ‘headspace Canberra’ in the Australian
Capital Territory, from April to December 2014. All
young people attending headspace for their first ap-
pointment during this time (N = 386) were invited to
participate. Forty-seven declined, resulting in a full re-
sponse rate of 87 %. Demographic information is pre-
sented in Table 1.Note. Trans*is an inclusive term
encompassing the following: Transgender, transsexual,
genderqueer, non-binary, genderfluid, genderfuck,
intersex, third gender, transvestite, cross-dresser, bi-
gender, trans man, trans women, agender
Clinicians
Thirteen clinicians participated in the study; six fe-
males and seven males. Six of the clinicians worked
in the center as a private practitioner (46.2 %) and
seven were employed as staff on salary (53.8 %). Seven of
the clinicians were employed in a psychologist role
(53.8 %), and six were employed as a Youth Mental
Health and Community Worker (46.2 %). Educational
backgrounds included psychology (69.23 %), social
work (15.39 %), and counselling (15.39 %).
Centre
‘headspace Canberra’ is part of headspace National
Youth Mental Health Foundation, which is a youth spe-
cific mental health service with multiple centers across
Australia. The organization offers a range of health
services including general health, mental health and
counseling, education and employment support, and alco-
hol and other drug services to young people aged 12–25
years [5, 6]. ‘headspace Canberra’ provides services to a
diverse range of young people across the entire Canberra,
ACT and Queanbeyan, NSW region, Australia.
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Design and procedure
Research ethics approval was first obtained from the
University of Canberra Committee for Ethics in Human
Research (UC CEHR) (Approval no. 14–21). All partici-
pants signed a consent form, and participants aged 14
years or younger also required signed parental consent.
The requirement of parental consent for participants
aged 15–16 years was waived by the UC CEHR as head-
space Canberra does not require consent for this age
group to attend their service. Requesting consent from
these participants would have affected their right to re-
ceive confidential mental health support or unnecessarily
excluded them from the study. Each participant received
a $5 gift voucher for participating. A quasi-experimental
two phase design was utilized with a Treatment-As-
Usual (TAU) phase running from April 2014 through to
July 2014, and an Intervention phase, running from July
2014 through December 2014.
In the TAU phase, youth participants attended their initial
appointment where they were expected to undergo a verbal
psychosocial assessment. The headspace Psychosocial
Assessment for Young People [33] is a semi-structured
interview delivered to young people attending initial ap-
pointments at headspace centers. It is an expected compo-
nent of the headspace model of service delivery and staff
are provided training in the use of the assessment. The
interview covers the following domains: Home and Envir-
onment, Education and Employment, Activities, Alcohol
and Other Drugs, Relationships and Sexuality, Conduct
Difficulties and Risk-taking, Anxiety, Eating, Depression
and Suicide, and Psychosis and Mania. For each domain
the guide provides initial screening questions and
Table 1 Description of the youth sample
Control (n = 188) Intervention (n = 151) Total (N = 339) Group comparison
Gender Fisher exact test, p = .002
Female 124 (66 %) 95 (62.9 %) 219 (64.6 %)
Male 59 (31.4 %) 39 (25.8 %) 98 (28.9 %)
Trans*/intersex 2 (1.1 %) 1 (.7 %) 3 (.9 %)
Other/not stated 3 (1.6 %) 16 (9.6 %) 19 (5.6 %) Std. Residual > 1.96
Age, y
Mean (SD) 17.72 (3.5) 17.2 (3.45) 17.49 (3.49)
Range 12—25 12—25 12—25
Sexual preference
Heterosexual/straight 135 (71.8 %) 108 (71.5 %) 243 (71.7 %)
Lesbian/gay 7 (3.8 %) 1 (.7 %) 8 (2.4 %)
Bisexual 15 (8 %) 13 (8.6 %) 28 (8.3 %)
Questioning 5 (2.7 %) 9 (6 %) 14 (4.1 %)
Other/choose not to answer 26 (13.9 %) 20 (13.2 %) 46 (13.6 %)
Aboriginal and Torres Strait Islander (ATSI) Status x2 (1, N = 339) = 1.00, p = .318
ATSI 4 (2.1 %) 6 (4 %) 10 (3 %)
Neither/not stated 184 (97.9 %) 145 (96 %) 329 (97 %)
Country of birth
Australia 159 (84.6 %) 128 (84.8 %) 287 (84 %)
New Zealand 2 (1.1 %) 1 (.7 %) 3 (.9 %)
South Africa 1 (.5 %) - 1 (.3 %)
England - 2 (1.3 %) 2 (.6 %)
Other/not stated 26 (13.8 %) 20 (7.9 %) 46 (13.5 %)
Language spoken at home Fisher exact test, p = .518
English 158 (84 %) 128 (84.8 %) 286 (84.4 %)
Hindi - 2 (1.4 %) 2 (.6 %)
Spanish 2 (1.1 %) 1 (.7 %) 3 (.9 %)
Other/not stated 28 (14.6 %) 20 (13.2 %) 48 (27.6 %)
Note. Trans* is an inclusive term encompassing the following: Transgender, transsexual, genderqueer, non-binary, genderfluid, genderfuck, intersex, third gender,
transvestite, cross-dresser, bi-gender, trans man, trans women, agender
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additional probing questions. For the domains of ‘Alcohol
and Other Drugs’ the guide suggests the additional use of
The Alcohol, Smoking and Substance Involvement
Screening Test (ASSIST) [37]. ASSIST asks which specific
substances a young person has used in their life, followed
by the frequency of use of that substance in the previous
three months. The domain of Relationships and Sexuality
includes specific probing questions around past sexual ex-
periences and sexual health behaviors such as “Have you
had sex in the last 12 months?” and “Have you been tested
for sexually transmitted infections in the last 12 months?”
The Conduct Difficulties and Risk Taking domain also in-
cludes specific questions about self-harm and unsafe-
behaviors such as “Have you deliberately harmed or in-
jured yourself – like cutting, burning or scratching yourself
– when not feeling suicidal?”, “Have you put yourself in
unsafe situations (e.g. unsafe sex, risky driving)?” “When
did it start? How Often?” At the conclusion of this initial
appointment, both young people and clinicians completed
an anonymous post-session questionnaire. The clinicians’
questionnaire included questions on rates and frequencies
of behaviors (as verbally reported in the headspace Psy-
chosocial Assessment for Young People) as well as the
post-session measures of Time Efficiency, Formulation of
a Treatment Plan and the Therapeutic Alliance. The youth
questionnaire included demographic questions and mea-
sures of Self-Disclosure, Youth Control, Judgmental Reac-
tions, Time Efficiency, and Therapeutic Alliance.
In the Intervention phase, participants responded to the
same questions as in the headspace Psychosocial Assessment
for Young People, but via myAssessment rather than verbally.
The Clinician Summary was then automatically provided to
the clinician for use in the subsequent face to face session. At
the conclusion of this session, clinicians completed a ques-
tionnaire asking them to rate whether myAssessment pro-
vided themwith an accurate picture of that young person and
their psychological functioning, and included the same post-
session measures as the TAU phase. Youth participants also
completed the same anonymous post-session questionnaire
as those in the TAU phase, but with additional questions on
myAssessment acceptability. Data on rates and frequencies of
behaviors (as electronically reported) weremanually extracted
from each participant’s completedmyAssessment form.
Of the total 339 participants, 274 provided data on report-
ing of behaviors and completed the post-session question-
naire, 38 only provided reports of behaviors, and 27 only
completed the post-session questionnaire. Post-study, each
clinician was also asked to complete a final questionnaire
about their overall experience of using myAssessment.
Measures
Youth acceptability
Youth participants in the Intervention phase rated the
following six questions on a scale from 1 (Not at All)
through 5 (Very Much): ‘Was myAssessment easy to
use? How confident are you that myAssessment was able
to provide an accurate picture of yourself to the therap-
ist/counsellor? How comfortable were you disclosing
personal information about yourself through myAssess-
ment? Were the questions easy to understand? Did any
of the questions in myAssessment cause you to become
upset? And, Were you comfortable completing myAs-
sessment in the waiting room?’ Questions were devel-
oped based on qualitative comments provided during
the preparatory research phase [25]. Responses for each
question were analyzed separately.
Clinician acceptability
Clinicians rated the following five questions on a scale from
1 (Not at All) through 5 (Very Much): ‘Was the clinician
summary easy to follow? Overall, how confident are you that
myAssessment clinician summary will provide you with an
accurate picture of a young person’s mental health prob-
lems? Overall, how confident are you that myAssessment
clinician summary will provide you with an accurate picture
of a young person’s psychosocial functioning? How useful is
myAssessment clinician summary in helping you obtain a
full mental health and psychosocial history? If you had the
choice, would you continue using myAssessment in your
clinical work?’ Each question was analyzed individually.
Reporting of behaviors
Reporting of behaviors was compared across the TAU
and Intervention groups. In the TAU phase, clinicians
provided information on each young person they treated
based on what the young person had verbally reported
during the initial headspace Psychosocial Interview, for
each of the following domains: sexuality status, substance use
(tobacco, alcohol, cannabis, cocaine, amphetamine, inhalants,
sedatives, hallucinogens, opioids), sexual health, self-harm,
and unsafe situations. The questions used the same language
as the screening and probing questions in the headspace Psy-
chosocial Assessment for Young People [33]. For example,
“Has the young person deliberately harmed or injured them-
selves (like cutting, burning, or scratching them self – when
not feeling suicidal” and “Has the young person ever had sex?
(This includes oral, anal or vaginal)” The initial response op-
tions were ‘Yes,’ leading to further questions about when the
most recent behavior had occurred from 1 (Past Month)
through 4 (Over 12Months Ago), or ‘No/Did not Disclose’.The
substance use questions followed the suggested ASSIST for-
mat [37] by first asking, “In their life, what substances has the
young person used?” Clinicians then selected all that apply
from the following: Tobacco, Alcoholic Beverages, Cannabis,
Cocaine (coke, crack, etc.), Amphetamines (Speed, diet pills,
ecstasy), Inhalants (nitrous, glue, petrol, paint thinner), Seda-
tives (Valium, Serepax, Rohypnol, etc.), Hallucinogens (LSD,
acid,mushrooms, PCP, SpecialK),Opioids (Heroin,morphine,
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methadone, codeine). For any selected substances clinicians
were asked to rate usage in the previous three months from 1
(Never) through 5 (Daily or Almost Daily).
In the Intervention phase, young people answered questions
relating to each of the above domains in the same language
and format as clinicians, but via myAssessment prior to their
first session. For example, questions included, “Have you de-
liberately harmed or injured yourself (like cutting, burning, or
scratching yourself) – when not feeling suicidal” and “Have
you ever had sex? (This includes oral, anal or vaginal)”. The
substance use questions also followed the ASSIST format by
asking, “In your life, which of the following substances have
you ever used?” with young people selecting all that apply for
the substances stated above. Selected substances were then
rated on use in the previous threemonths.
Each behavior or substance was compared independ-
ently between groups.
Self-Disclosure was assessed using a measure adapted
from the Jourard Sixty-Item Self-Disclosure Question-
naire [38] and a measure developed by Mallen et al. [39].
The rating scale was adapted by increasing the scale
from four to six points, with participants rating them-
selves from 0 (I have lied or misrepresented myself ), 1
(No Disclosure = I have told the counsellor/therapist
nothing about this respect of me) through 5 (Extreme
Disclosure = I have talked in full and complete detail
about this item. They know me fully in this respect and
could describe me accurately). Participants provided a
rating for each of the 10 items relating to different
myAssessment domains: Physical Health, Home Life,
School, Bullying experiences, Alcohol and Other Drug
use, Relationships, Sexual Orientation, Self-harming
Behaviors, Unsafe Situations, Mood, and Worry. Scores
were assessed separately for each domain and were also
summed to obtain a ‘Total Self-Disclosure’ score with
higher scores indicating greater overall self-disclosure.
Youth control
Youth feelings of control within session were measured
using an adapted version of the Cohesiveness Concerns sub-
scale from the Thoughts About Psychotherapy Survey
(TAPS) [40]. The scale was adapted by changing the lan-
guage from future to past tense, and an additional item,
“The questions the therapist/counsellor asked me took me
by surprise”, was added based on prior research [25]. Each
of the four items was rated on a five-point scale from 1 (Not
at All) through 5 (Very Much). All items were then reverse
scored and averaged to obtain a total score with higher
scores indicating greater feelings of control within session.
Judgmental reactions
Fears of Judgmental Reactions were measured using an
adapted version of the ‘Image Concerns’ subscale from
the Thoughts About Psychotherapy Survey (TAPS) [40].
The adaptation changed the language from future to
past tense, and an additional item, “That the counsellor/
therapist would judge me”, was added. Each of the six
items was rated on a five-point scale from 1 (Not at All
Concerned) through 5 (Very Concerned), and averaged to
obtain a total score, with higher scores indicated greater
fears of judgement from the clinician.
Time efficiency
Youth ratings of time efficiency were measured from the
single item, “I felt that there was enough time in session
to talk about what was most important to me today”. Clin-
ician beliefs were rated using the single item, “I felt that
there was enough time in session to cover everything I
wanted to cover with the young person”. Both were rated
on a five-point scale from 1 (Not at All) to 5 (Very Much).
Formulation of treatment plan
Formulation of a treatment plan was rated by clinicians
with the single item, “I have a clear idea about the treat-
ment approach I will take with this client”, rated on a five-
point scale from 1 (Not at All) through 5 (Very Much).
Therapeutic alliance
Youth ratings of the therapeutic alliance were measured
using the Therapeutic Alliance Quality Scale-Youth
(TAQS-Youth) [41]. Responses on the five items were
scored on a five-point scale from 1 (Not at All) through
5 (Totally). Scores were averaged, with higher scores in-
dicating greater Therapeutic Alliance. Scores under 3.8
are considered ‘low’, scores of between 3.8 and 4.8 are
considered ‘medium’ , and scores over 4.8 are considered
‘high’ [41].
Clinician views of the Therapeutic Alliance were rated
using the single item, “In this session, how would you
describe your relationship with this young person?” from
the Therapeutic Alliance Quality Rating scale (TAQR)
[41]. Responses were scored on a five-point scale from 1
(Not at All) through 5 (Totally) with higher scores indi-
cating greater Therapeutic Alliance.
Statistical analysis
Data were analyzed using PASW Statistics 21 [42] with
alpha set at .05. All data were first carefully screened
with less than 5 % missing. The TAU and Intervention
groups were compared on a range of demographic vari-
ables to ensure they were comparable. The only noted
difference was in Gender, where significantly more people
in the Intervention group identified as Other/Not Stated
(See Table 1). The psychometric properties of each scaled
variable with more than one item are presented in Table 2.
All scales attained adequate internal consistency according
to Cronbach’s alpha. Skewness scores showed a major de-
viation from normality for the scale Youth Control; a
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‘reflect and inverse’ transformation for extremely nega-
tively skewed data did not adequately improve the results,
thus this was variable was tested using the non-parametric
Mann–Whitney U analysis. Prior to each other analysis,
all other assumptions were tested and met.
In comparing verbal (TAU) vs electronic (Interven-
tion) reporting of sexual preference, the categories of
Lesbian, Gay, Bisexual and Questioning were com-
bined to create a single ‘Non-heterosexual’ category as
each cell frequency was too low for individual com-
parisons. Groups were therefore compared between
the options of ‘Heterosexual’ and ‘Non-heterosexual’.
In order to compare groups on the likelihood of lying in
each domain, scores on the measure of self-disclosure
were transformed into a dichotomous variable. Scores of
‘0’ remained as a single category of ‘I lied’, and any score
of 1–5 were combined into the single category ‘I disclosed
something about myself ’.
Pearson’s Chi-square Test of Contingencies were used
to compare rates of disclosure and the likelihood of lying
on each domain, between groups. In any analysis where
50 % of cells had a minimum frequency of less than 5,
the Fisher’s exact test is reported. In cases where the
analysis was significant and larger than a 2 X 2 analysis,
separate Post-Hoc 2 X 2 Chi-square tests were subse-
quently conducted. Mann–Whitney U tests were used to
compare the reported amounts of substance use and
most recent behaviors between groups, and to compare
groups on the non-parametric variable ‘Youth Control’.
The mean rank was used in analyses where distributions
were not similar. In variables where n was fewer than 20
in either group, the exact sampling distribution for U is
reported. Independent-samples t-tests were used to com-
pare groups on reported levels of Self-Disclosure, Judg-
mental Reactions, Time Efficiency, Formulation of a
Treatment Plan, and Therapeutic Alliance. In cases where
homogeneity of variance was violated the ‘Equal variance
not assumed’ statistic is reported.
Results
Acceptability of myAssessment
Youth
Overall, myAssessment was widely accepted by youth.
Ninety-two percent rated the application as being either
‘Quite’ or ‘Very’ easy to use, and 74.4 % were ‘Quite’ or
‘Very’ confident that it provided an accurate picture of
themselves. The majority felt either ‘Quite’ or ‘Very’
comfortable using the application to disclose personal
information and were happy to do so in the waiting
room (76.7 and 73.6 %, respectively). Eighty-nine percent
felt that the questions were ‘Quite’ or ‘Very’ easy to
understand, and only 7 % reported being ‘Quite’ or
‘Very’ upset by any of the questions.
Clinician
In almost two-thirds of individual youth sessions (61.7 %),
and at a rating of 72.7 % overall, clinicians felt that the
myAssessment Clinician Summary provided either a
‘Quite’ or ‘Very’ accurate picture of their client’s mental
health. In over half (51.1 %) of individual sessions, and
72.7 % overall, clinicians also believed that the clinician
summary provided either a ‘Quite’ or ‘Very’ accurate pic-
ture of their client’s psychosocial functioning. Nearly 91 %
stated that the Clinician Summary was either ‘Quite’ or
‘Very’ easy to follow, and 72.7 % believed it was either
‘Quite’ or ‘Very’ useful in helping obtain a full mental
health and psychosocial history. Ninety-one percent also
stated they would be either ‘Quite’ or ‘Very’ likely to con-
tinue using myAssessment in their clinical work if the
choice was theirs.
Reporting of behaviors, self-disclosure, and likelihood of
lying
The results of the Chi-square analyses are presented in
Table 3. This shows that the Intervention group was sig-
nificantly more likely to report behaviors for the questions
of drank or smoked, used tobacco, alcohol, cannabis, seda-
tives, hallucinogens, and opioids, non-heterosexual sexual
orientation, having had sex, an STI check, sex without a
condom, whether they had been pressured to have sex,
self-harmed, and whether they had put themselves in an
unsafe situation. The effect sizes were small to medium,
and ranged from .15 to .38. Odds ratios revealed that par-
ticipants in the Intervention phase were between 2.78
times through 10.38 times more likely to positively report
engaging in these behaviors than participants in the TAU
phase, with the strongest effects seen in the reporting of
sedative and opioid use. Post-Hoc 2 X 2 analyses were
conducted for the questions related to self-harm and
unsafe situations. The association between group and
Table 2 Psychometric properties of the study variables
Range
Variable No. of items M SD α Potential Actual Skew
Total self-disclosure 10 31.91 11.08 .90 0–50 0–50 −.53
Youth control 4 4.65 .62 .81 1–5 1.00–5.00 −2.77
Judgmental reactions 6 2.15 .88 .79 1–5 1.00–5.00 .97
TAQS-Youth 5 4.14 .62 .78 1–5 2.00–5.00 −.51
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reporting of self-harm was moderate and statistically
significant when comparing the responses of ‘No’ and
‘Yes’ , x2 (1, N = 273) = 22.65, p < .001, Cramer’s V = .29,
and ‘No’ vs ‘Thought about it but did not act’, x2 (1, N =
184) = 15.27, p < .001, Cramer’s V = .29. Odds ratios re-
vealed that participants in the Intervention group were
3.32 times more likely to report that they had self-harmed
and 4.32 times more likely to report thinking about self-
harming. The association between group and reporting of
unsafe situations was small to moderate and statistically
significant when comparing the responses of ‘No’ and
‘Yes’ , x2 (1, N = 166) = 8.75, p = .003, Cramer’s V = .18,
and ‘No’ vs ‘Thought about it but did not act’, x2 (1, N =
243) = 13.37, p < .001, Cramer’s V = .24. Odds ratios re-
vealed that participants in the intervention phase were
2.32 times more likely to report that they had been in an
unsafe situation, and 5.32 times more likely to report
thinking about engaging in an unsafe situation.
Significant differences were found when comparing
past levels of use between groups for the substances of
Tobacco, Cannabis, Cocaine, and Amphetamine use (see
Table 4). In each instance the mean rank was smaller in
the Intervention group, indicating that using the applica-
tion resulted in increased reporting of less common sub-
stance use behaviors.
Mean reported levels of Self-Disclosure for each myAs-
sessment domain and total Self-Disclosure scores are pre-
sented in Table 5. There was greater self-disclosure for the
domains of AoD, sexual orientation, and self-harm, with
small effect sizes. Additionally, for each of these domains,
participants in the Intervention group were significantly
less likely to have actively lied (see Table 6). While the
Intervention group did not necessarily believe they dis-
closed more about past bullying experience, they rated
themselves as being less likely to actively lie on this domain.
Odds ratios revealed that the TAU group was between.
Thirty-four times through .Forty-four times more likely to
have reported lying on these domains than the Intervention
group. The domain of physical health was also approaching
significance, with more lying in the TAU group.
Youth ratings of control, judgmental reactions, and time
efficiency
Ratings of Youth Control was not significantly different
between the TAU group (Mdn = 5) and the Intervention
group (Mdn = 4.75), U = 9812.5, z = −1.75, p = .08. How-
ever, small to moderate significant effects were found for
the youth rating of Time Efficiency, with the Interven-
tion group believing there was significantly more time in
session to talk about what was most important to them
(see Table 7). No differences were noted between groups
on the rating of Judgmental Reactions.
Clinician ratings of time efficiency and formulation of a
treatment plan
Results were non-significant for clinician ratings of
Time Efficiency and Formulation of a Treatment Plan
(see Table 7).
Table 3 Proportion of participants reporting substance use and other behaviors
Response of ‘Yes’ (%)
Control Intervention Pearson Chi-Square (x2) df (N) p Cramer’s V Odds ratio
Drink or smoke 35.1 60 19.22 1 (311) <.001* .25 2.78
Tobacco 12.3 39.6 30.81 1 (310) <.001* .32 4.68
Alcohol 29.2 54 19.47 1 (310) <.001* .25 2.84
Cannabis 14 39.6 26.32 1 (310) <.001* .29 4.01
Cocaine 2.9 5 .92 1 (310) .338 .05 -
Amphetamines 6.4 12.2 3.14 1 (310) .077 .10 -
Inhalants 1.2 .7 Fisher’s exact - (310) 1 .02 -
Sedatives .6 5.8 Fisher’s exact - (310) .012* .15 10.38
Hallucinogens 1.8 7.2 5.65 1 (310) .017* .15 4.34
Opioids .6 5.8 Fisher’s exact - (310) .012* .15 10.38
Non-heterosexual orientation 7.8 21.7 10.81 1(279) .001* .20 3.28
Had sex 19.9 47.1 25.74 1 (307) <.001* .29 3.58
STI check .88 42.18 11.64 1 (98) .001* .35 7.54
Sex without condom 35.29 73.85 13.90 1 (99) <.001* .38 5.17
Pressured to have sex 17.64 36.92 4.50 1 (99) .034* .21 2.91
Self-harmed 31 52.2 28.44 2 (309) <.001* .30 -
Unsafe situations 15.8 27.2 19.97 2 (307) <.001* .25 -
*Significant at p < .05
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Ratings of therapeutic alliance
Ratings of the Therapeutic Alliance as rated by Clini-
cians or Young people did not vary between groups
(see Table 7).
Discussion
This study aimed to determine whether myAssessment
was acceptable to both young people and clinicians,
whether it affected reported levels of behaviors, self-
disclosure, time efficiency or experience of the first ther-
apy session. Overall, myAssessment was found to be
widely accepted by both young people and clinicians, to
have significantly increased reporting of behaviors and
self-disclosure in a range of domains, and improved
youth ratings of time efficiency. The application was
found to have no impact on youth control, judgmental
reactions, formulation of treatment plans, or the thera-
peutic alliance.
Over three-quarters of all young people who used
myAssessment stated that they believed it was easy to
use, able to provide an accurate picture of themselves,
easy to understand, and that they were comfortable
using the application to disclose personal information,
and to do so in the waiting room. Similarly, just under
three-quarters of clinicians believed that overall, the ap-
plication was useful in providing an accurate picture of
young people’s current mental health and psychosocial
functioning and in helping them obtain a full mental
health and psychosocial history. Further, 91 % stated that
the Clinician Summary was easy to follow, and would
continue using the application in their clinical work if
they were provided the choice to do so. These results
are in contrast to previously identified clinician attitudes
Table 4 Reported frequency of engagement in substance use and other behaviours over previous three months
Median frequency label
Control Intervention N U z p
Tobacco use Daily Monthly 71 225 −3.19 .001*
Alcohol use Monthly Once or twice 120 1341 −1.81 .071
Cannabis use Weekly Monthly 75 341 −2.34 .016*
Cocaine use Monthly Never 12 3.5 −2.39 .018*a
Amphetamines use Once or twice Never 29 38.5 −2.90 .005*a
Inhalants use Once or twice Never 2 0 −1 1.00a
Sedatives use Once or twice Never 9 2.5 −.64 .667a
Hallucinogens use Once or twice Once or twice 13 10.5 −.88 .469a
Opioids use Weekly Once or twice 9 1.5 −1.02 .444a
Self-harmed Never Once or twice 119 1755 .37 .711
Unsafe situations Once or twice Once or twice 61 416 −.60 .549
*Significant at p < .05; aFisher’s Exact
Table 5 Levels of self-disclosure between groups
M (SD)
Control Intervention df t p d 95 % CI
Physical health 2.86 (1.54) 2.91 (1.47) 299 −.28 .777 −.03 [−.39, .30]
Home life 3.41 (1.24) 3.51 (1.25) 299 −.69 .491 −.08 [−.38, .19]
School 3.35 (1.44) 3.47 (1.49) 299 −.74 .461 −.08 [−.46, .21]
Bullied 2.58 (1.78) 2.96(1.70) 299 −1.90 .058 −.22 [−.78, .01]
AoD 3.04 (1.91) 3.47 (1.77) 299 −2.01 .046* −.23 [−.85, −.01]
Relationships 3.49 (1.19) 3.41 (1.32) 299 .52 .601 .06 [−.21, .36]
Sexual orientation 2.25 (1.87) 2.77 (1.77) 299 −2.44 .015* −.28 [−.94, −.1]
Self-harm 2.86 (1.86) 3.33 (1.59) 295.94 −2.35 .019* −.27 [−.86, −.08]
Mood 3.60 (1.19) 3.73 (1.3) 299 −.92 .358 −.11 [−.48, .15]
Worry 3.51 (1.20) 3.61 (1.27) 299 .73 .466 −.08 [.39, .18]
Total self-disclosure 30.94 (10.66) 33.18 (11.51) 299 −1.75 .082 −.20 [−4.77, .29]
*Significant at p < .05
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[35] and supports the notion that while not appropriate
for all young people, the vast majority will accept elec-
tronically supported psychosocial assessments and find
them useful.
There was a small proportion (seven percent) of young
people who stated they were upset by some of the items,
but it is unclear which specific items this related to, or
whether they were generally disconcerted by using the
full myAssessment application. Young people in the
TAU phase were not asked whether any assessment
questions were upsetting, and it is possible that it is the
nature of some questions that are upsetting (i.e., self-
harm) rather than the form of delivery.
In a systematic review of online and offline self-
disclosure rates, Nguyen et al. [29] found that the initial
self-reporting of behaviors was higher in an online for-
mat, and that this was likely to be most pronounced for
topics that are embarrassing or highly personal. Conse-
quently, it was hypothesized that using myAssessment
would result in increased reporting of behaviors, and in-
creased ratings of self-disclosure and less lying, particu-
larly in the domains considered embarrassing or highly
personal. This hypothesis, and in-turn the previous find-
ings by Nguyen et al. [29] were largely supported. There
was a higher percentage of young people reporting
engagement in the behaviors of drinking or smoking
(use of tobacco, alcohol, cannabis, sedatives, hallucino-
gens, and opioids), that their sexual orientation was
non-heterosexual, that they had had sex, an STI check,
sex without a condom, had felt pressured to have sex in
the past, had self-harmed, and that they had put them-
selves in an unsafe situation, by those who used myAs-
sessment as opposed to those who were required to
report only verbally. In some instances, young people
using myAssessment were over ten times more likely to
report information around these topics. Additionally,
when comparing rates of previous use of substances,
using myAssessment was able to pick up less frequent
use of Tobacco, Cannabis, Cocaine, and Amphetamines.
Young people who used myAssessment also rated them-
selves as having higher levels of self-disclosure and hav-
ing lied significantly less, on topics of alcohol and drug
use, sexual orientation, and self-harm, than those who
had only the option of verbal disclosure. Use of myAs-
sessment also resulted in significantly less active lying on
the domain of bullying. With no significant differences
being noted on the topics of physical health, home life,
school, relationships, mood, and worry, it does appear
that the effects of electronic assessment will be greatest
in the areas considered most personal or embarrassing.
Table 6 Rates of lying in each domain between groups
% Lied
Control Intervention Pearson Chi-Square (x2) df (N) p Cramer’s V Odds ratio
Physical health 11.8 5.3 3.74 1 (301) .053 .11 -
Home life 4.7 3.8 .14 1 (301) .707 .02 -
School 8.2 6.1 .50 1 (301) .482 .04 -
Bullied 17.6 6.9 7.62 1 (301) .006* .16 .34
AoD 16.5 7.6 5.24 1 (301) .022* .13 .42
Relationships 2.4 4.6 Fisher’s exact - (301) .077 .34 -
Sexual orientation 21.2 8.4 9.17 1 (301) .002* .18 .34
Self-harm 15.9 7.6 4.67 1 (301) .031* .16 .44
Mood 2.9 4.6 Fisher’s exact - (301) .542 .04 -
Worry 2.9 4.6 Fisher’s exact - (301) .542 .04 -
*Significant at p < .05
Table 7 Ratings of judgmental reactions, time efficiency, formulation of treatment plans and therapeutic alliance between groups
Control Intervention
n M (SD) n M (SD) df t p d 95 % CI
Judgmental reactions 169 2.15 (1.02) 131 2.16 (.64) 286.28 −.15 .882 −.01 [−.20, .18]
Time efficiency (youth) 169 4.15 (.85) 131 4.52 (.85) 298 −3.68 <.001* −.44 [−.56, −.17]
Time efficiency (clinician) 171 3.82 (.94) 114 3.68 (1.00) 283 1.16 .249 .15 [−.10, .36]
Formulation of a treatment plan 171 3.97 (.83) 114 3.91 (.98) 212.13 .55 .596 .07 [−.16, .28]
TAQS-Youth 169 4.09 .(63) 131 4.20 (.61) 298 −1.54 .126 −.18 [−.25, .03]
TAQR 171 3.74 (.81) 114 3.80 (.80) 283 −.63 .529 −.07 [−.25, .13]
*Significant at p < .05
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It is important to note that while all new clients were
expected to undergo the verbal headspace Psychosocial
Assessment for Young People and should have been
asked questions in the same format as those asked in
myAssessment, it is unclear how closely clinicians ad-
here to this guide in practice. Based on previous re-
search it seems likely that some clinicians may not
have felt comfortable enough to have actually asked the
most personal questions in session [43, 44]. Conse-
quently, it is not definitively clear whether reporting of
behaviors were higher because young people were actu-
ally asked the question in a more systematic approach,
or because they felt more comfortable providing an
honest answer. Although, given that young people also
rated themselves on the measure of self-disclosure as
lying significantly less on the domains of alcohol and
drug use, sexual orientation, self-harm, and bullying, it
appears that feeling more comfortable in the online
format is likely to partly account for the higher rates of
reported behaviors.
The capability of myAssessment in supporting the
process of reporting and self-disclosure may also in-
crease the likelihood of other young people seeking ini-
tial support. Concern in one’s ability to self-disclose, and
in their ability to self-disclose verbally, has been identi-
fied as a barrier to seeking help [20, 45]. Incorporating
this type of technology more widely across mental health
services will therefore not only likely result in greater
reporting by those already seeking help, but may encour-
age other young people to seek help who are currently
too concerned with their ability (or lack there-of ) to
self-disclose.
It was also hypothesized that young people who used
myAssessment would rate themselves as having more
control in session, have less fears of judgmental reactions
and believe that there was greater time efficiency. This hy-
pothesis was partly supported with there being signifi-
cantly improved rates of time efficiency, but, in contrast
to previous youth and clinician beliefs [25, 35, 36] no
changes were noted in fears of judgmental reactions or
youth control. Embarrassment, stigma, and fears of what
the clinician will think of them have regularly been cited
as barriers to service utilization [46, 47] so it is unusual
that no differences were noted between groups despite
there being significantly greater disclosure. However, it is
necessary to note that fears about judgmental reactions
from others were already low for those in the TAU group.
The headspace services are specifically focused on being
youth-friendly and non-judgmental to reduce the barriers
to youth mental health service access. As these young
people have already taken the initial step to attend this
mental health service, it is likely that they have already
overcome this potential barrier. Greater differences may
be noted if this measure was tested on a non-clinical
sample or on those contemplating seeking help but not
yet feeling comfortable or capable of doing so. Similarly,
youth ratings of control were already high in the TAU
group which potentially explains the lack of differences in
this measure. It is important to note that some young
people took the opportunity to make qualitative com-
ments about the lack of focus by clinicians on the areas
they had flagged as important in myAssessment; for ex-
ample: “Well, I think we didn’t use it too much. I’d put
stuff down in myAssessment and I’d go into my session
and nothing was talked about that had anything to do with
myAssessment”, and “It’s really useful if the clinician’s read
through it and did bring up the things that you want
to talk about. …but that’s [myAssessment] not even
mentioned” [48]. Low clinician responsiveness has
been an issue identified in earlier psychosocial screen-
ing related research, with responsiveness often redu-
cing as the number or severity of issues increased
[43, 49]. As such, although not identified as a signifi-
cant concern in the current trial, it is important that
any future implementation strategies include specific
training to support clinicians to adequately address all
issues raised by the young person.
The results also failed to support the hypothesis, and
findings of previous research [35], that myAssessment
will improve clinician rates of time efficiency and/or
the ability to formulate a clear treatment plan. Some
young people were quite slow to complete the applica-
tion and this began to creep into the allocated session
time. In these instances it is likely that clinicians,
understandably, did not believe the application was a
tool to improve time efficiency. Additionally, it is un-
likely that clinicians had sufficient time to review the
summary prior to seeing the young person. Conse-
quently, future implementation strategies of the current
or any alternative electronic psychosocial assessments
must ensure that young people arrive early enough to pro-
vide adequate completion time, or are able to complete
the assessment prior to the appointment.
Finally, the current research tested the effect of myAs-
sessment on ratings of the therapeutic alliance. Clini-
cians had previously been concerned that incorporating
technology so early in the therapeutic process would be
detrimental to the therapeutic relationship [35], and with
research consistently linking the therapeutic alliance to
positive outcomes in therapy, this was a valid concern
[50, 51]. However, the results of the current study show
that their fear is unfounded. In both the TAU and Inter-
vention phases, young people rated the Therapeutic
alliance at levels considered ‘moderate’ [41]. In fact, al-
though not statistically significant, there was a trend
whereby ratings were higher when myAssessment had
been used; the application was certainly not found to be
detrimental to the important therapeutic relationship.
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Limitations and future research
This research was conducted as an initial pilot trial to
determine future prospects of this type of technology.
As the testing only occurred in a single service location
it is not clear how widely these results may generalize.
In particular, headspace is a relatively new youth friendly
service willing to try innovative technologies and
methods of service delivery to best meet the needs of
young people [5, 6]. Consequently, the application may
have been more readily accepted in this service setting.
As it was not clear whether all clinicians strictly adhere
to the verbal headspace Psychosocial Assessment for
Youth, it could also not be determined how much of the
increase in reporting was due to young people feeling
more comfortable in the electronic format compared to
being asked questions in a more systematic approach.
As the sample was already attending headspace, it is also
not clear whether the option of self-disclosing in this
less threatening way may increase help-seeking in those
who are currently apprehensive due to their limited abil-
ity to self-disclose. Another limitation concerns the col-
lection of data sequentially without a concurrent control
group. Although comparison of demographic data across
both groups showed few differences, it is possible that
differences in reported rates of substance use or risky
behaviors in the Intervention phase could be due to
changes in presenting issues over time. Further, due to
an ethical requirement to protect the anonymity of the
clinician participants, data could not be analyzed for
clinician clustering effects. Consequently, it is unclear
whether differences in verbal reporting were dependent
on individual clinicians or their qualification back-
grounds; although, as all clinicians were employed at the
same service location with the same training and sup-
port, transfer of information between clinicians should
be high and differences would likely be minimal.
Future research should continue to test the utility of
this type of technology in more varied health settings
and with those not currently seeking help. Future testing
across services should include cluster analyses to deter-
mine whether differences are due to variances between
clinicians or organizations, or entirely due to the mode
of disclosure. In order to more clearly determine the rea-
son for the increase in reported levels of behaviors it
would also be useful to compare assessment technology
against a carefully standardized structured verbal inter-
view. Additionally, it would be beneficial to understand
and develop the required implementation and training
strategies to support the incorporation of new technolo-
gies into services that may be less willing to adopt new
models of service delivery. Implementation strategies
that address the clinical benefits of using technology for
assessment, help clinicians understand how the add-
itional information can support treatment planning, and
ensure sufficient time for administration, may also im-
prove future clinician acceptance and uptake of the
technology.
Conclusion
Electronic psychosocial assessments can be incorporated
into standard face-to-face service delivery with widespread
acceptability by young people and clinicians. Using tech-
nology to conduct psychosocial assessments will increase
the likelihood of receiving accurate information on
current and past behaviors and experiences without detri-
mentally affecting the therapeutic alliance. Young people
are also more likely to believe there is greater time in ses-
sion to talk about what they feel is most important.
Receiving this added information so early in therapy is
likely to improve service delivery and health outcomes.
Competing interests
This work was financially supported in part by the Young and Well
CRC, the University of Canberra, and headspace National Youth Mental
Health Foundation. The Young and Well Cooperative Research Centre
(youngandwellcrc.org.au) is an Australian-based, international research
center that unites young people with researchers, practitioners, innovators
and policy-makers from over 70 partner organizations. Together, we explore
the role of technology in young people’s lives, and how it can be used
to improve the mental health and wellbeing of young people aged 12
to 25. The Young and Well CRC is established under the Australian Government’s
Cooperative Research Centers Program. The authors have no other conflicts of
interest to disclose.
Authors’ contributions
SB developed the conceptual design, managed site implementation and
recruitment, conducted all required manual data extraction and conducted
initial screening of data and data analyses, and drafted the initial manuscript.
DR supported with the development of the conceptual design, reviewed
statistical analyses, and reviewed the drafted manuscripts. Both authors read
and approved the final manuscript.
Authors’ information
SB is a Clinical Psychology Registrar and PhD Candidate in Clinical Psychology
at the University of Canberra. DR is the Chief Scientific Advisor at headspace
and Professor of Psychology at the University of Canberra. She is a Fellow of the
Australian Psychological Society.
Acknowledgments
We would like to thank all the young people and staff of headspace
Canberra who so willingly incorporated and evaluated the application. In
particular, Ms Nicole Hubbard, Dr Kristen Murray, and Ms Jenny Guina for
their ongoing support throughout the development, implementation, and
trial phases.
Author details
1Faculty of Health, University of Canberra, Building 12, D20, College St, Bruce,
ACT 2617, Australia. 2Faculty of Health, University of Canberra, Building 12,
D11, College St, Bruce, ACT 2617, Australia. 3headspace National Youth
Mental Health Foundation, Melbourne, VIC, Australia.
Received: 22 April 2015 Accepted: 28 November 2015
References
1. Kessler RC, Berglund P, Demler O, Jin R, Merikangas KR, Walters EE. Lifetime
prevalence and age-of-onset distributions of DSM-IV disorders in the
national comorbidity survey replication. Arch Gen Psychiatry. 2005;62(6):
593–602. doi:10.1001/archpsyc.62.6.593.
2. McGorry P. Reforming youth mental health. Aust Fam Physician. 2006;35(5):314.
Bradford and Rickwood BMC Psychiatry  (2015) 15:305 Page 12 of 13
3. Singh SP, Evans N, Sireling L, Stuart H. Mind the gap: The interface between
child and adult mental health services. Psychiatr Bull. 2005;29(8):292–4.
doi:10.1192/pb.29.8.292.
4. McGorry P. Early intervention, youth mental health: the value of translational
research for reform and investment in mental health. Australas Psychiatry.
2014;22(3):225–7. doi:10.1177/1039856214532580.
5. Rickwood D, Telford N, Parker A, Tanti C, McGorry P. headspace-Australia’s
innovation in youth mental health: who are the clients and why are they
presenting? Med J Aust. 2014;200(2):108–11.
6. McGorry P, Tanti C, Stokes R, Hickie IB, Carnell K, Littlefield LK, et al.
headspace: Australia’s national youth mental health foundation - where
young minds come first. Med J Aust. 2007;187(7):s68–70.
7. headspace. headspace National Youth Mental Health Foundation. 2014.
http://www.headspace.org.au/about-headspace.
8. Burns J, Ellis LA, Mackenzie A, Stephens-Reicher J. Reach Out: Online mental
health promotion for young people. Couns Psychother Health. 2009;5(1):171–88.
9. Inspire Foundation. ReachOut.com by Inspire Foundation. 2014.
http://inspire.org.au/reachout-com/. Accessed 13 June 2014.
10. Orygen Youth Health. Orygen Youth Health. 2014. http://oyh.org.au/.
Accessed 12 June, 2014 2014.
11. Blanchard M, Hosie A, Burns J. Embracing technologies to improve well-
being for young people. In: Robertson A, Jones-Parry R, Kuzamba M, editors.
Commonwealth Health Partnerships: Youth, health and employment.
Cambridge: Nexus Strategic Partnerships Ltd; 2013. p. 127–32.
12. Young and Well-CRC. Young and Well Cooperative Research Centre. 2013.
http://www.youngandwellcrc.org.au/. Accessed 12 June 2014.
13. American Psychological Association Presidential Task Force. Evidence-
based practice in psychology. Am Psychol. 2006;61(4):271–85.
doi:10.1037/0003-066x.61.4.271.
14. Agency for Healthcare Research and Quality. The guide to clinical
preventive services 2010–2011: Recomendations of the U.S. preventive
services task force. U.S.A: Department of Health and Human Services; 2011.
15. Royal Australasian College of Physicians. Routine adolescent psychosocial
health assessment - Position statement. Author; 2008.
16. WHO. Mental health action plan 2013–2020. Geneva: WHO; 2013.
17. Paley G, Lawton D. Evidence-based practice: Accounting for the importance of
the therapeutic relationship in UK National Health Service therapy provision.
Couns Psychother Res. 2001;1(1):12–7. doi:10.1080/14733140112331385198.
18. Wampold BE, Brown GSJ. Estimating variability in outcomes attributable to
therapists: a naturalistic study of outcomes in managed care. J Consult Clin
Psychol. 2005;73(5):914.
19. Rickwood D, Deane FP, Wilson CJ, Ciarrochi J. Young people’s help-
seeking for mental health problems. Australian e-Journal for the
Advancement of Mental Health 2005. http://ro.uow.edu.au/cgi/
viewcontent.cgi?article=3159&context=hbspapers. Accessed 15 June 2014.
20. Wilson CJ, Deane FP. Adolescent opinions about reducing help-seeking
barriers and increasing appropriate help engagement. J Educ Psychol
Consult. 2001;12(4):345–64. doi:10.1207/s1532768xjepc1204_03.
21. Burns J, Birrell E. Enhancing early engagement with mental health services
by young people. Psychol Res Behav Manag. 2014;7:303–12.
22. Burns J, Davenport TA, Durkin LA, Luscombe GM, Hickie IB. The internet as a
setting for mental health service utilisation by young people. Med J Aust.
2010;192(11):S22–6.
23. Bradford S, Rickwood D. Psychosocial assessments for young people:
A systematic review examining acceptability, disclosure and engagement,
and predictive utility. Adolesc Health Med Ther. 2012;3:111–25.
doi:10.2147/AHMT.S38442.
24. Elliott J, Nembhard M, Giannone V, Surko M, Medeiros D, Peake K. Clinical uses
of an adolescent intake questionnaire: Adquest as a bridge to engagement.
Soc Work Ment Health. 2004;3(1–2):83–102. doi:10.1300/J200v03n01_05.
25. Bradford S, Rickwood D. Young people’s views on electronic mental health
assessment: Prefer to type than talk? J Child Fam Stud. 2015;24(5):1213–21.
doi:10.1007/s10826-014-9929-0.
26. Truman J, Robinson K, Evans AL, Smith D, Cunningham L, Millward R,
et al. The Strengths and Difficulties Questionnaire: A pilot study of a
new computer version of the self-report scale. Eur Child Adolesc
Psychiatry. 2003;12(1):9–14. doi:10.1007/s00787-003-0303-9.
27. Barak A. Internet-supported psychological testing and assessment. In: Kraus
G, Stricker G, Speyer C, editors. Online counseling: A handbook for mental
health professionals. 2nd ed. San Diego: Elsevier; 2010. p. 225–55.
28. Buchanan T. Online assessment: Desirable or dangerous? Prof Psychol. 2002;
33(2):148–54. doi:10.1037//0735-7028.33.2.148.
29. Nguyen M, Bin YS, Campbell A. Comparing online and offline self-disclosure:
A systematic review. Cyberpsychol Behav SocNetw. 2012;15(2):103–11.
doi:10.1089/cyber.2011.0277.
30. Goldenring JM, Cohen E. Getting into adolescent heads. Contemp Pediatr.
1988;5(7):75–90.
31. Goldenring JM, Rosen DS. Getting into adolescent heads: an essential
update. Patient Care Nurse Pract. 2004;21(1):64–92.
32. Parker A, Hetrick S, Purcell R. Psychosocial assessment of young people:
Refining and evaluating a youth friendly assessment interview. Aust Fam
Physician. 2010;39(8):585–8.
33. Parker A, Hetrick S, Purcell R. headspace psychosocial assessment for young
people: Version 2.0. Melbourne: Centre of Excellence, Orygen Youth Health
Research Dentre and headspace; 2013.
34. International Standards Organization. ISO 13407: Human-centered design
processes for iterative systems. Geneva: ISO; 1999.
35. Bradford S, Rickwood D, Boer D. Health professionals’ attitudes towards
electronic psychosocial assessments in youth mental healthcare. Health.
2014;06(14):1822–33. doi:10.4236/health.2014.614214.
36. Bradford S, Rickwood D. Electronic psychosocial assessment tool: Concept
development and identification of barriers to successful implementation.
J Technol Hum Serv. 2014;32(4):275–96. doi:10.1080/15228835.2014.967906.
37. WHO. The Alcohol, Smoking and Substance Involvement Screening Test
(ASSIST): Manual for use in primary care. Geneva: Author; 2010.
38. Jourard SM. The Jourard sixty-item self-disclosure questionnaire. 1958.
http://www.sidneyjourard.com/. Accessed 21 November 2013.
39. Mallen MJ, Day SX, Green MA. Online versus face-to-face conversation: An
examination of relational and discourse variables. Psychother Theory Res
Pract Train. 2003;40(1–2):155–63. doi:10.1037/0033-3204.40.1-2.155.
40. Kushner MG, Sher KJ. Fear of psychological treatment and its relation
to mental health service avoidance. Prof Psychol. 1989;20(4):251–7.
doi:10.1037/0735-7028.20.4.251.
41. Bickman L, Athay MM, Riemer M, Lambert EW, Kelley SD, Breda C, et al.
Manual of the Peabody Treatment Progress Battery. 2nd ed. Nashville:
Vanderbilt University; 2010.
42. IBM SPSS Statistics 21. IBM SPSS Statistics, Version 21. Chicago: IBM
Corportation; 2012.
43. Epner J, Levenberg PB, Schoeny ME. Primary care providers’ responsiveness
to health-risk behaviors reported by adolescent patients. Arch Pediatr
Adolesc Med. 1998;152(8):774–80. doi:10.1001/archpedi.152.8.774.
44. Klein JD, Allan MJ, Elster AB, Stevens D, Cox C, Hedberg VA, et al.
Improving adolescent preventive care in community health centers.
Pediatrics. 2001;107(2):318.
45. Vogel DL, Wester SR. To seek help or not to seek help: The risks of self-
disclosure. J Couns Psychol. 2003;50(3):351–61. doi:10.1037/0022-0167.50.3.351.
46. Booth M, Bernard D, Quine S, Kang M, Usherwood T, Alperstein G, et al.
Access to health care among Australian adolescents young people’s
perspectives and their sociodemographic distribution. J Adolesc Health.
2004;34(1):97–103. doi:10.1016/s1054-139x(03)00304-5.
47. Cahill H, Coffey J. Young people and the ‘Learning Partnerships’ program:
shifting negative attitudes to help-seeking. Youth Studies Australia. 2013;32(4).
48. Davey R, Olive L. Research report: Evaluation of the ‘myheadspace’ online
applicaiton. Report prepared for headspace National Office by the Centre
for Reseach and Action in Public Health. 2014.
49. Van Amstel LL, Lafleur DL, Blake K. Raising our HEADSS: Adolescent
psychosocial documentation in the emergency department. Acad Emerg
Med. 2004;11(6):648–55.
50. Horvath AO, Symonds BD. Relation between working alliance and outcome
in psychotherapy: A meta-analysis. J Couns Psychol. 1991;38(2):139.
51. Martin DJ, Garske JP, Davis MK. Relation of the therapeutic alliance with
outcome and other variables: A meta-analytic review. J Consult Clin Psychol.
2000;68(3):438.
Bradford and Rickwood BMC Psychiatry  (2015) 15:305 Page 13 of 13
